prejudice, suggested that recurring seizures reinforce the view of witnesses that the epileptic individual cannot be relied upon to participate fully in society because he is liable, unexpectedly and at any time, to go out of control. Hence the desire in the past to set sufferers from epilepsy apart. Parents, faced with a diagnosis of epilepsy, may be similarly rejecting but are more likely to overprotect the child against life's stressful and potentially dangerous situations. Recurring epilepsy and an overprotective ambiance may, however, interfere with the child's experience of normality.
The problem of how to regard the individual with epilepsy, whether child or adult, is compounded for parents and professionals by the complexity and diversity of epilepsy. The results may be a misunderstanding of the particular seizure disorder present in an individual patient, and of the risks involved to the child. Parents, friends, teachers, and doctors often impose restrictions on children with epilepsy that are out of all proportion to the severity of the epilepsy, and despite the fact that the children themselves may wish to join normally in everyday childhood activities. It The British Epilepsy Association,'1 in a leaflet entitled Swimming and epilepsy designed for use by schools, advocates the 'pairing' system-known as the 'buddy' system in the USA-whereby all children are advised and expected to swim in pairs. This provides additional safety for weaker swimmers generally, and for children with epilepsy particularly. Children with mental or physical handicap, or both, who may also have partially controlled epilepsy are at greater risk and should be carefully supervised in the water.
Bathing. Drowning in the domestic bathtub is a much greater hazard for the epileptic patient than is misadventure during swimming. Rose American Academy of Pediatrics20 that 'one must strike a balance between the needs of the child to participate with his peers in their daily activities and the limitations to living a full life which any restriction may impose', is also relevant here. Many children with epilepsy have far fewer seizures when active and engaged in normal childhood activities than when they are idle, or at rest, or bored. Some may even excel in athletics and, provided their epilepsy is under satisfactory control, there seems little point in making distinctions between epileptic and non-epileptic children as far as their participation in athletics is concerned.
Cycling
All children are subject to risks in their daily lives, especially in urban situations. Bicycling in traffic is a hazard for the normal child, as it is also for children with epilepsy, but parents of the latter may have reasonable anxieties about the added danger of absence attacks occurring while the child is cycling on a busy road. Each case has to be judged on its merits but it is comforting to remember that it has been known for a long time that the frequency of seizures is lessened by tasks requiring some degree of concentration or arousal.21 Ounsted and Hutt22 showed that seizure discharges occurred less frequently in circumstances which were neither boring nor excessively stressful. If the degree of attention required became too stressful, however, the seizure discharges increased and performance declined. Clinical and subclinical spike wave paroxysms may disrupt the registration and storage of information by the brain, and focal epileptic discharges may interfere with normal functioning of the area involved. The complexity of modern traffic is such as to prohibit exposing the child with epilepsy to unnecessary risks unless his seizure control is excellent.
Discotheques
The current popularity of discotheques has heightened parents' anxiety about the effects of loud music and flashing lights on the child with epilepsy. Berney et al. ' 7 carried out a valuable study of this problem and showed that most epileptic children were not particularly vulnerable in discotheques. They suggested that photosensitive children, aware of their vulnerability and discomfort when exposed to flicker, may deliberately avoid the risk or even develop a learned aversion to discotheques. The energetic exercise of disco dancing may have a protective or normalising effect and the study supported this. The investigation also identified a small minority of children with epilepsy, however, whose epilepsy seemed to be activated by exercise and who were also susceptible to a wide range of other stimuli including voluntary eye closure, music, hyperventilation, and intermittent photic stimulation.These children were at risk from stroboscopic illumination even at the relatively low frequency employed in discotheques.
Conclusion
Overprotection must be avoided if possible in dealing with the school age child who has epilepsy. As with all chronic long term disorders, epilepsy requires adjustment on the part of the child and the family. Some aspects of the disorder cannot be altered, no matter how well they are understood or accepted. Learning from mistakes and experience and making decisions about physical and other restrictions must gradually become the responsibility of the child and not that of the parents or school personnel. The doctor who is consulted for advice should have a wide knowledge of this common disorder so that he can counsel caution when necessary or recommend when new responsibilities may safely be given to the child. A recent Japanese study23 among paediatricians, seeking information about allowing school children with epilepsy to join in sporting activities, showed that young, specialist and hospital doctors were more liberal in their attitudes than were older and less specialised doctors. This suggests to the writer that the great increase in interest and knowledge of childhood epilepsies in the last decade and the availability of more effective anticonvulsants are changing the long established and over cautious medical opinions about this common problem of childhood. 
